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CANADA- THE PRINCESS MARGARET HOSPITAL

RESIDENT TRAINING IN THERAPEUTIC RADIOLOGY
The Ontario Cancer Institute incorporating The Princess Margaret Hospital
offers a two year Diploma Course which combines clinical work on the
wards and in the Outpatient Department of the hospital, and didactic courses
in Anatomy, Nuclear Medicine, Tumour Pathology, Physics, Radiobiology,
and Radiation Therapy. This course leads to the Diploma in Medical Radiology (Therapeutic) from the University of Toronto, and is accredited by the
Faculty of Radiologists in London. The hospital is recognized by The Royal
College of Physicians and Surgeons of Canada, and the American Board of
Radiology, for complete training in Radiotherapy over a period of three
years. In addition it is accredited for Internal Medicine and Anatomic Pathology for a period of one year, and for six months in Diagnostic Radiology.
The Princess Margaret Hospital provides complete facilities for cancer
research, diagnosis and treatment, exclusive of major surgery. Over 4,500
new patients are seen annually; there are 175 active treatment beds, and
facilities include six Cobalt Units, two Caesium Units, a Betatron, and a
25 MEV Linear Accelarator. Salaries range from $8,200 to $12,000 per annum.
Applications are now accepted for July, 1974.
For further information, write to:
Director of Medical Education

THE PRINCESS MARGARET HOSPITAL
500 Sherbourne Street, Toronto IMX 1K9, Ontario, C8nada

THE PRINCESS MARGARET HOSPITAL

TRAINING IN CLINICAL ONCOLOGY
The Ontario Cancer Institute incorporating The Princess Margaret Hospital
offers resident training in Clinical Oncology (both radiotherapy and chemotherapy), thus providing clinical experience and didactic teaching of the
non-surgical methods of managing cancer patients. The first year of training
will be identical for all trainees, including clinical and didactic training in
both Radiation Oncology and Medical Oncology (chemotherapy, hormone
therapy, immunotherapy, etc.). The second and third years will be devoted
to either Radiation Oncology or Medical Oncology, with some exposure to
Paediatric Oncology.
Preference is given to applicants with two years of training in Internal
Medicine or Paediatric Medicine, but serious consideration will be given
to those with only one year of resident training in either, or with training in
Surgery or Obstetrics and Gynaecology. Salaries range from $9,400 to
$12,000 per year.
The Princess Margaret Hospital provides complete facilities for cancer
research, diagnosis and treatment, exclusive of major surgery. Over 4,500
new patients are seen annually; there are 175 active treatment beds.
For further details write to:
Director of Medical Education

THE PRINCESS MARGARET HOSPITAL
500 Sherbourne Street, Toronto IMX 1K9, Ontario, C.nada
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Editorial
Le monde est lnepte A se guarir. II est si Impatient de ce que le presse qu'll ne vise
qu'A s'en desfalre sans regarder A quel prix • • . le bien ne succede pas necessairement
au mal; un autre mal luy peult succeder, et plre.

As editor of this page it Is my privilege to
afflict you at will (if you read it) with my
whims and fancies and my very favourite
quotes; so be forewarned. When Montaigne
wrote the above he was most likely fi rmly
ensconced in that fabulous tower library
of his, hermetically sealed from the flux of
life, and calmly weighing the vicissitudes
of time and fortune. It is an excellent quote,
and what it says is unquestionably true,
but one wonders whether or not he carried
it to "the sunlit square opposite I alive at
noon with arrogant men."

of the people, a century ago. Many of our
great-grannies were wooed with a profusion
of sonnets. To be sure only the best have
survived in the poetry texts; but the
qualitative difference between those and the
ones that are out of print Is often very slight.
Then poetry became the preserve of poets
and so the people lost the meaning of
poetry.
Perhaps the same thing is happening in
Medicine. Journals are becoming the preserve
of the medical journalists so that latent
skills atrophy and disappear into note-taking
jargon and improvised shorthand. The
Pickering Report put its finger upon a lack
of communication as the most prominent
shortcoming of the Medical Profession In
Ontario.

Communication is difficult even in the best
of times. As we are gradually becoming
assimilated into this intangible something
which is a profession and as such sets us
apart from the people we are working for and
with there is a very real danger that we
lose touch. Our tiny microcosm becomes an
exclusive cosmos so that our patients and
even our colleagues in other specialties can
no longer communicate with us.

This journal, mostly by and for Medical
Students, is an arena for the development of
that communication.

It is Ironic, too, that In this age of the print
deluge, that doctors continue to be so
obstinately illiterate. By that I don't mean an
ignorance of literary classics, but rather an
inability to communicate effectively. Think
of how common poetry used to be, in the life

*

*

*

LONDON: Population, 41,500.
(4) Western University Medical Department Established 1881. Practically an independent
school.
Entrance requirement: Nominal. The student, for his own protection, is expected to fulfil
the requirements of the place In which he Intends to practise. The medical course
covers four years.
Attendance: 104.
Teaching staff: 20, of whom 8 are professors, 12 of other grade.
Resources available tor maintenance: Fees, amounting to $11,590 (estimated).
Laboratory tacl/lties: These consist of a single room called the laboratory of pathology,
bacteriology, and histology, whose equipment consists of microscopes and some unlabelled specimens,-no microtome, cut sections, incubator, or sterilizer being visible,
-a wretched chemical laboratory, and an ordinary dissecting-room. There is no outfit
for physiology, pharmacology, or clinical microscopy, and no museum deserving the
name. There are a few hundred books, locked in cases to which the janitor carries
the key.
Clinical facilities: These are entirely Inadequate. They are confined almost wholly to a
small number of beds In the municipal hospital.
The school has no dispensary.
Dale of visit: Octob&r, 1909.

-Medical Education In the United States and Canada, A report to the Carnegie Foundation
tor the Advancement of Teaching. Abraham Flexner, 1910.
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The

IUD:

Mechanism of Contraceptive Action
James Rourke, '76
ABSTRACT
An evaluation of the various effects of the
IUD has been made to determine Its
primary contraceptive mechanism. This action
Is probably a chemotactically mediated,
local endometrial response causing an
Infiltration of polymorphonuclear leukocytes
and possibly macrophages, into the
uterine fluid and perhaps the endometrium.
A change In the intra-uterine environment Is
produced such that implantation does not
occur.
The Intra-uterine contraceptive device
represents the only known fully reversible
method of birth control which requires but
a solitary decision rather than the
continued motivation of one or both sexual
partners. This makes its theoretical-and use
-effectiveness almost equal. Pregnancy
rates for the most popular and successful
IUD's are 1.5-3.0% during the first year
of use (Tietze, 1970), thus approaching those
of oral contraceptives. The low incidence
of serious side effects can partly be
attributed to Its locally rather than
systematically mediated effect. These factors
give it great potential for population
control in all countries, and especially those
underdeveloped countries with rapidly
increasing populations.
Because the primary contraceptive
mechanism of the IUD has not been clearly
understood, development of improved
IUD's has been impeded. Millions of
polyethylene plastic devices have been
inserted into millions of women in the past
decade, with less contraceptive effectiveness
than that of the original Grafenburg silver
ring forty years ago (Davis and Lesinski,
1970). The purpose of this essay is to
evaluate the suggested effects of the IUD
with the objective of determining its primary
contraceptive action in the human female.
Such an understanding is a necessary basis
for improvement of the device.
A brief look at the historical and clinical
aspects of the IUD is necessary in order
to place it in proper perspective.
Recorded use of the IUD began when the
Greeks experimentally placed various solids
in uteri and perhaps observed a contraceptive
effect. This was followed by centuries of
use by the Arabs and Turks; they put stones
4

in their camels' uteri before long trips
into the desert, where pregnant camels would
not have been the most appreciated
companions. In Europe, Britain and the
U.SA, during the nineteenth century, IUD's
were used for a variety of reasons: These
included correction of uterine placement,
treatment of menstrual disorders, treatment of
infertility, and contraception.
In the 1920's and early 1930's there was a
revival of interest in the IUD for
contraceptive purposes. The most famous
development of this era was the Grafenburg
ring--first made of silkworm gut and later
silver. Grafenburg obtained a failure rate
of only 1.6% with the silver ring (Southam,
1964). The IUD, however, failed to find
general acceptance because of associated
reports of pelvic inflammation.
The advance of plastic technology in the
1940's and 1950's allowed manufacture
of a great variety of sizes and shapes of
sterile plastic IUD's and revived interest
during the late 1950's and early 1960's in
Japan, Israel and United States. During this
time Openheimer (Israel), Lippes, Margulies,
Hall, and Stone contributed much to the
development of the IUD but little to the
understanding of its mechanism of action;
hence their names will only be infrequently
mentioned in this essay.
Today, the Lippes loop and the Dalkon
shield are the most commonly inserted IUD's.
Both are made of polyethylene plastic and
can be impregnated with a barium salt
to make them detectable by x-ray
examination. The loop can be stretched into
a linear form for insertion ; the shield can ·
be folded. When inside the uterus they
resume their original shape. The loop and
the shield come in different sizes. For
detection and easy removal both have tails
which pass through the cervical canal into
the vagina
It is generally found that the larger the
device the lower the failure rate. Nulliparous
women cannot be fitted with the larger IUD's
and often experience more associated pain.
For these reasons the IUD is less useful
in nulligravida.

Further historical and clinical aspects
concerning the IUD are beyond the scope of
this essay.

The study of the mode of contraceptive
action of the IUD is made difficult by the
limited types of experimental work which may
be done on humans. Great care has to be
taken when extrapolating the results obtained
in experimental animals to the human
female because of physiological species
differences. In this respect experimental
resu lts from higher primates such as the
rhesus monkey can be applied to women
more directly than can those from lower
mammals such as the rat.
Below I have evaluated the possible effects
of the IUD with the hope of determining
the primary contraceptive mechanism in the
human female.
The antifertility effect of the Intra Uterine
Device can most obviously be attributed
to an interference with the fertilization of the
ova. This could be caused by a direct toxic
effect upon spermatozoa, interference with
the transport of ova or spermatozoa or a
disrupting effect on ovulation.
It is very doubtful that inert IUD's such as
those made of polyethylene plastic exert a
toxic effect upon the spermatozoa However
in recent years copper IUD's or copper
coated IUD's have been found to be more
effective than inert plastic ones (Caudras
and Hirsch, 1972.) During their stay in
the uterus, copper IUD's lose weight
(Oster, 1972). Human sperm are inactivated
within two hours of contact with cervical
mucous which has been Incubated with a
copper strip. The cupric ions produced
during the incubation are responsible for the
inactivation of the spermatozoa (Oster, 1972).
However experiments have been done on
rabbits (Poliduro and Black, 1971), Involving
one horn as a control and the other,
IUCuD fitted. These showed a normal
pregnancy rate in the control horns and a
complete contraceptive effect in the horns
fitted with IUCuD's in a group of rabbits
killed ten days post-coitum. In a similar
group killed forty-eight hours post-coitum,
inspection of ova for fertilization and cleavage
revealed no significant difference between
the control and the IUD fitted horns with
regard to the number and percentage of
fertilized ova. Thus the contraceptive effect
of the IUCuD was not caused by a
fertilization failure due to a toxic effect of the
IUCuD on spermatozoa
The IUD may exert an effect upon sperm
transport. It has been shown (Warren and
Hawk, 1972) that, In ewes the IUD causes
reverse uterine contractions that effectively
inhibit sperm transport and thus prevent
fertilization. Microscopic examination of the
zona pellucida used to substantiate this
effect, showed a reduction in the number of

accessory spermatozoa. No reverse uterine
contractions or reduction in the number of
spermatozoa were observed in the same
experimental study done on rabbits. Many
other studies have shown that reverse uterine
contractions are mechanisms limited solely
to sheep.
In rats, sperm transport and fertilization are
not effected by an IUD (Sahwi and Mayer,
1970).
Experiments conducted on superovulated,
artific ially Inseminated monkeys have
indicated that the IUD caused fallopian tube
effects wh ich interfered with the transport
of spermatozoa and ova and thus with
fertilization. In contrast, no differences were
observed in the recovery rate of spermatozoa
or fertilized ova in the fallopian tubes of
control and IUD fitted spontaneously cyclic
rhesus monkeys, mated with males of proven
fertility (Marston et al, 1969). Studies
conducted on women, although exceedingly
difficult, also revealed, no difference
(Corfman and Segal, 1968). Thus there is
little evidence to indicate that transport of
spermatozoa and consequently fertilization, is
adversely effected by an IUD.
Neither occurrence nor the timing of
ovulation in rhesus monkeys fitted with IUD's
is impaired (Kelly et al, 1969). Normal
numbers of ova and timing in the fallopian
tubes and uteri have been observed In
women. This has also shown in many studies
done on rabbits and monkeys, fitted with
IUD's (Marston et al, 1969).
Therefore the primary contraceptive
mechanism of the IUD is not prevention of
fertilization.
Margulies and other workers in the early
1960's attributed the antifertility effect of
the IUD to stimulation of oviduct peristalsis.
The resultant acceleration of ova transport
hypothetically caused the ova to reach the
uterus less than one day after ovulation
rather than the usual three or four.
Consequently the fertilized ova met an
unprepared uterus, or was itself not yet ready
for nidation.
Mastroianni and Rosseau (1965) used
superovulated rhesus monkeys and observed
acceleration of egg transfer through the
uterine tubes. These results have been
uncritically cited by proponents of the above
theory. However, in experiments on naturally
cyclic rhesus monkeys (Marston et al, 1969)
no significant difference was found in the
recovery rates of ova from the fallopian
tubes of control and IUD fitted monkey.
Transport of ova through the uterine tubes
took three to four days in both IUD-fitted
and control monkeys.
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Uterine tube electromyograms done on
rabbits and rats showed that the insertion
of IUD's had no effect on fallopian tube
motility (lshishama and Hojo, 1970).
In humans, uterine tube motil ity is very
difficult to study and results have been very
contradictory and inconclusive. Increased
fallopian tube peristalsis and increased
spasm of the utero-tubal sphincter after
chronic insertion of an IUD were observed In
" before and after" kymographic studies of
human fallopian tubes (Makhlouf and
Abdei-Salam, 1970). This is contradicted by a
WHO study in 1966. It included data from
many investigators and indicated that tubal
transport of eggs in women is not noticeably
affected by a chronic IUD (Noyes et at).
Accord ing ly, the contraceptive effect of the
IUD is not likely due to an influence upon
tubal transport of either spermatozoa or ova.
Increased uterine contractility may be a
contraceptive effect of the IUD. This could
interfere with sperm transport (p.5) or
implantation of the fertilized ova and/ or
cause premature expulsion of ova.
Electromyograms of rat and rabbit uteri have
Indicated that the IUD caused general
increased uterine motility (lshishama and
Hojo, 1970). Early studies on women, using
an open end catheter technique (Bengtsson
and Mowad, 1967) showed Increased
myometrial activity and increased Intrauterine pressure in IUD fitted women, about
the time of nidation. This prelabour-like
activity could interfere with the process of
implantation.
More recent studies on rhesus monkeys
and women have contradicted these claims.
The open end catheter technique is very
difficult in monkeys because of the
consequent contortion of and thus stimulation
of the cervix. Marston et at (1969) used
both direct and indirect methods in rhesus
monkeys to determine the effects of an
IUD on myometrial activity. The direct method
involved a chronically Implanted strain
gauge transducer attached to the external
surface of the uterus. Respiratory and gross
body movements distorted the recordings,
making them useless and invalid for either
quantitative or qualitative comparisons of
uterine motility. Egg transfers to uteri
were made about the time they would have
naturally entered the uterus from the
fallopian tubes. There was no significant
difference in the ova expulsion rates
between control and IUD fitted monkeys. This
indirectly implied that there was no
IUD-induced increased myometrial activity.
Earlier claims that the IUD in women
increased the general myometrial activity

6

or caused prelabour-like activity near the
time of the implantation have been
contradicted by more recent studies. Intrauterine pressure, IUP, has been measured
with " demobil ized micro-balloon " pressure
sensors (Macedo-Costa and Pinto-Dantes,
1972). Average IUP and frequency of
fluctuation of IUP were not significantly
different before and after chronic insertion of
IUD's in the same patients. Other
experiments, involving either pressure gauges
built into the arms of the Lippes loop
(Berkman and Burchfield, 1968) or the open
end catheter technique (Johnson, Ek and
Brewer, 1966) provide similar evidence.
Thus it has been shown that the IUD
causes increased uterine contractility only in
the lower mammalian forms. Reports of
prelabour-like activity in the human female
appear to be unsubstantiated. It is very
unlikely that in women the contraceptive
action of the IUD is due to myometrial
effects.
It has repeatedly been suggested that the
IUD causes asynchronous development of the
endometrium and the ova. This has been
based upon the extremely variable results
obtained from examination of human
endometrial biopsies. A much more accurate
method of determination is an examination
of the entire uterus following hysterectomy.
When this method was used no difference
between control and IUD fitted monkey uteri
was observed (Kelly et al, 1969). The
same consistent results were obtained in
humans (Eckstein, 1970).
In the rhesus monkey, the IUD has no
significant effect on the periodicity, length, or
duration of menstruation (Eckstein et at,
1969) (Kar et at, 1967). IUD fitted women, as
well, have regular menstrual cycles although
there sometimes are complai nts of
intermenstrual bleeding and menorrhagia
(Eckstein et at, 1969). Little work has been
done in this area.
The relative effectiveness of IUD's
composed of different materials may give
some insight into the contraceptive
mechanism. Modem day gynecolog ists have
been using inert plastic IUD's, often with
less effective contraceptive results than the
original Grafenburg silver ring (Davis and
Lesinski, 1970). The addition of copper to an
IUD has recently been found to greatly
increase its contraceptive effect. An example
is the " Tatum T" . The pregnancy rate for
women using the polyethylene "Tatum T" is
about 18% per year-much too high to be
of practical value as a contraceptive.
This has been reduced to about .5% per year
by the addition of a copper coil around
part of the " Tatum T" (Caudras and Hirsch,
1972).

Chang et al (1970) have shown that copper
is much more effective than other metals
such as zinc, cobalt, cadmium, lead, nickel,
silver, gold or platinum.
Are these resu lts due to a copper-caused
local or systemic effect? An IUCuD in one
horn of a rabbit uterus does not affect
pregnancy rates in the other horn (Poliduro
and Black, 1970). The low solubility of
copper in body fluids also makes a systemic
effect unlikely.
The local response could be a toxic action
on spermatozoa (p.4) or an effect upon ova
or uterus. It has been suggested (Caudras
and Hirsch, 1972) that the increased
antifertility effect of addition of copper to an
IUD is due to increased infiltration of
polymorphonuclear leukocytes into the uterus
and uterine cavity. However this experiment
appears to have improper controls. As well
there is a general lack of supporting evidence
for this hypothesis.
There is much controversy about the
effect of an IUD upon the fertilized ova The
following experiments (Chang and Tatum,
1970) suggest that the IUD (Cu) causes
a change in the IU environment preventing
implantation rather than interfering with
normal development of the ova. Fertilized
ova from rats with IUD (Cu) fitted horns were
transferred to one horn of uteri of
pseudopregnant rats. At the same time normal
fertilized ova were transferred to the other
horn. Both former and latter implanted
and developed normally. In another
experiment involving pseudopregnant
recipient rats, normal fertilized ova were
transferred into both uterine horns, one of
which was IUD (Cu) fitted. Implantation
and development occurred only in the horns
without IUD's (Cu) . The copper IUD has to
be inserted prior to implantation in order to
be effective.
In the human uterus the CuiUD definitely
loses weight (p.S). At the metal surface,
reduction of the disulfide bonds in proteins
and mucins by metallic copper is important
for its dissolution. This splitting of the
disulfide bonds in proteins and mucins in the
uterine cavity may cause a loss of stickiness
of uterine secretions thus hindering
implantation. It may also cause precipitation
of albumins which would alter the uterine
wall so as to prevent implantation.
Perhaps the use of copper will become
more prevalent in the future as a means of
improving the contraceptive effect of the
IUD.
Recent research in women, using improved
techniques, has shown a vast accumulation
of macrophages surrounding and loosely

adherent to IUD 's (Sagiroglu , 1970). Lippes
loops, freshly removed from uterine lumens,
were smeared onto slides by direct contact.
The resultant slides showed enormous
numbers of macrophages-up to a million per
loop. Vaginal, ectocervical, and endocervical
smears from the IUD-fitted patients indicated
regular menstrual cycle conditions and, in
add ition, were relatively bacteriologically
free. The controls showed almost no
macrophages in the uterine cavity. Gupta
et al (1971) have found similar results.
When the IUD is removed from the uterine
cavity, the loose adherent mass of
macrophages and some fibroblasts collapses
(Sagiroglu, 1970). The failure of earlier
studies to show this increased number of
macrophages was probably due to the fixation
of this collapsed material du ri ng histological
preparation.
The IUD may be regarded as a giant
antigen creating a strong foreign body
reaction in the uterus. This results in a rapid
accumulation of the millions of macrophages
in the uterine cavity. A sterile inflammatory
response (Sagiroglu, 1970) may also be the
cause of the enormous increase in the
number of macrophages. Both of these
theories could account for the different failure
rates for IUD's of different sizes, shapes and
composition.
These millions of macrophages loosely
attached to the IUD and the uterine walls
may surround the fertilized ova, forming
a double sheet of "insulation" separating the
ovum from the uterine walls, and thus
preventing implantation. It is well known that
macrophages are very efficient phagocytic
cells. The fertilized ova is protected by a
good isolation zone, the zona pellucida.
Protease is a powerful lytic enzyme released
by macrophages. It probably dissolves the
zona pellucida when the macrophages
surround and isolate the ova. After
dissolution of the zona pellucida the
trophoblastic cells are set free in an
immature state and degenerate rapidly
(Sagiroglu, 1970). The contraceptive may not
be the IUD itself, but rather the macrophages
that it attracts.
It is also possible that the macrophages
may exert a phagocytic effect upon
spermatozoa. This effect of IUD's has been
considered earlier in this essay where it
was felt to be not sufficient to cause
interference with fertilization.
With regard to the mechanisms of action of
the IUD many different effects .or possible
effects have been noted in different species.
However, in all experimental species a
sterile inflammatory response and polymorphonuclear leukocyte infiltration into the
7

uterine tissue and lumen have been observed
(Sahwi and Mayer, 1970). This is probably
the unifying principle, the others being
secondary effects.
There is evidence of elevated protein and
non-protein nitrogen levels in the uterine
fluid of women fitted with IUD's (Kar et al,
1968). This increase could be a waste
product due to a high rate of cell lysis of
denuded surface epithelial cells and
polymorphonuclear leukocytes. Such cell lysis
would result in the accumu lation of
metabolically inactive non-protein and protein
nitrogen which would make the uterine fluid
unfavourable for the survival and growth of
the preimplantation blastocyst
This increase in nitrogen levels is
questionable because of the small number of
subjects used in the experiment. It may be
attributed to a "leak" of blood proteins
into the intraluminal fluid due to changes in
the endometrial lining. An equally
questionable study (Kar et al, 1967) shows no
significant histological, histochemical or
biochemical difference between control and
IUD fitted uteri in rhesus monkeys.
Until more
to determine
levels in the
contribute to
IUD.

research is done it is impossible
whether elevated nitrogen
uterus and uterine fluids
the contraceptive effect of the

Davis and Lesinski (1970) suggest that at
places of contact between the IUD and
endometrium, the IUD induces a local
endometrial chemotactic response causing an
infiltration and accumulation of polymorphonuclear leukocytes typical of a chronic
inflammation. Because this can be produced
in germ-free animals it must be a
chemotactically rather than bacterially
mediated response. Characteristic of a
chronic inflammatory response is the release
of lysozyme. Release of this cytotoxic
factor renders the intra-uterine fluid
inhospitable to free cells, most notably the
ova; thus the contraceptive effect.
If this is the antifertility action of the IUD,
the contraceptive efficacy should be related
to the composition of the device and the
area of contact between the IUD and the
endometrial surface. The failure rate has
been found to vary with the composition of
the IUD (p.10). By increasing the size of
the IUD, the surface area available
for endometrial contact Is automatically
increased. Larger IUD's are generally thought
to be more effective than the same model
in smaller sizes (Davis and Lesinski, 1970).
Davis and Lesinski (1970) provided
further experimental support by using the
Dalkon shield, a device engineered to lie flat
8

and establish maximum contact with the
endometrium in order to take advantage of
the local endometrial response. Today
the Dalkon shield and the Lippes loop are
the most commonly fitted IUD's. When
clinically tested against the Lippes loop and
the double coil, both of which are much
larger but allow much less endometrial
surface contact, the Dalkon shield as
expected, achieved a much lower failure rate.
Increased endometrial surface contact and
not sheer bulk is thus responsible for the
lower failure rate. This provides clinical
experimental support for the theory that a
chemotactically mediated, local endometrial
response which causes leukocytic infiltration
resulting in the release of a cytotoxic
factor into the lumen of the uterus is the
contraceptive mechanism of the IUCD.
Implantation is a highly critical stage In
normal reproduction. Failures in this process
claim a large part of prenatal mortalities in
most mammals (Eckstein, 1970). Interference
with this naturally vulnerable process is an
obvious and straightforward contraceptive
mode.
A chemotactically mediated, local
endometrial response causes an infiltration
of polymorphonuclear leukocytes and
possibly macrophages, Into the uterine cavity
and perhaps the endometrium. A resulting
change in the intra-uterine environment is
produced such that implantation does not
occur. This is the primary contraceptive
mechanism of the intra-uterine contrace,ptive
device; the other effects that have been
evaluated are probably secondary actions.
Both theoretical considerations and
experimental results in all species support
this theory. Hopefully it will provide a basis
for scientific improvement of the Intra-uterine
contraceptive device.
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. . . biographical writing, especially of the popular type, presupposes a subject who
has achieved, or at least tried to achieve, something ponderable, substantial; and I have
done neither. I have led a singularly uneventful life, largely solitary, have had little to do
with the great of the earth, and no part whatever in their affairs or for that matter, in any
other affairs. Hence my autobiography would be like the famous chapter on owls in Bishop
Pontoppidian's history of Iceland. The good bishop wrote simply that there are no owls in
Iceland, and that one sentence was the whole of his chapter.-Aibert Jay Nock, The
Memoirs of a Superfluous Man.
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The Provincial Medical Care Plans:
Where Are Doctors Best Off?
Sharon Warren, Graduate Student, Epidemiology
Graduating physicians trying to decide
in which part of Canada to set up practice
may be influenced in their decision by the
Medicare scheme peculiar to each of the
country's 11 provinces and territories. Each
of the 11 plans in operation across Canada
are briefly described below* and, in the
conclusion, implications for the physician are
discussed with particular attention paid to
realistic opportunities for "opting out", extent
of direct dealings which a physician
participating must have with government
agencies, and relative income potentials in
the various provinces.
ONTARIO
In Ontario, the majority of residents are
covered by government health insurance.
Enrolment is compulsory for persons in
speci fied employed groups and voluntary for
others. The insured benefits currently cover
all medically required services of medical
practitioners.
The public authority in Ontario has made
use of administering agencies, which could
be non-profit agencies or commercial
insurance companies handling this component
of their activities on a non-profit basis.
Agencies were "designated" depending upon
the degree of their involvement in enrolment
and claims-processing functions. Most of
their enrolment was of employee and other
groups. Additionally, the Ontario Health
Services Insurance Plan itself enrolled
members and processed c laims, covering the
majority of non-group and subsidized
beneficiaries, eg., welfare recipients. By late
1971 , however, the activities of many of the
private carriers were phased out and their
administrative functions absorbed into the
programme of the public carrier.
Payments are made at 90% of the current
OMA fee schedule. Until last year, physicians
were allowed to use various modes of
bi lling and were not required to enter into
a formal commitment to confine themselves to
any given mode. Regard less of the mode of
payment selected, i.e., direct patient bill ing
or billing of his carrier, a physician was
permitted to bill the patient an extra 15%
provided he notified the patient in advance
of services rendered of his intention to do so.
Recently the Province has required
physicians to choose whether they will either
10

direct bill government which is now the
chief carrier or direct bill the patient. The
extra charge may still be levied at the patient.
QUEBEC
All el igible residents must register and,
as with other plans, the benefits include all
medically required physicians' services. The
medical services are provided for the most
part by doctors engaged in private fee
practice, and they are paid for on the basis
of claims submitted. Doctors who participate
receive their entire remuneration, directly or
indirectly, from the provincial agency in
accord with a negotiated schedule of benefit
payments for each service provided, and
cannot extra-bill. They may choose to be paid
directly by the Board, or Indirectly by the
patient, who is reimbursed by the Board.
Doctors who choose not to participate must
collect all fees (except for emergency care)
from the patient, who cannot, as in other
provinces, seek reimbursement from the
provincial agency, but must personally pay
the entire amount.
NEWFOUNDLAND
The plan covers all medically required
services by doctors. All residents are covered
out of tax revenue.
Physicians are paid 90% of their
association's fee schedule under the plan.
Physicians must decide to participate or
not and cannot vary from method to method
depending upon the individual patient. If the
physician agrees to bill the government
directly, he must accept 90% as payment in
full. If he opts out of the plan, he may bill
the patient for 100%, while the patient is
reimbursed by the public agency for 90%.
Any physician who is not participating
in the plan is required to so inform a patient
before treating him.
Large areas of the province are sparsely
populated and doctors wishing to practise in
such outlying areas can contract with the
government or certain voluntary agencies for
a guaranteed salary.
PRINCE EDWARD ISLAND
All residents are covered for all required
physicians' services from tax revenue.

Doctors who elect to collect directly from
patients can extra-bill, but only up to the
amount for the service as listed in the
medical association fee schedule, and only
after having told the patient of their
intention, obtained the patient's written
consent, and notified the provincial agency
of the amount. Doctors who elect,
alternatively, to bill the provincial agency
directly are paid 85% of the fee schedule
amount. This they must accept as payment in
full , again, unless they notify the patient
of their intention to extra-bill for the
additional and obtai n his written consent.
NOVA SCOTIA
All eligible residents are covered from tax
revenue. All medically necessary procedures
performed by the physician are covered.
Benefit payments by the plan are made at
85% of the current fee schedule. Physicians
must decide either to participate, i.e., accept
all payments directly from the plan, or not
to participate. In either case, physicians may
bill any patient extra, provided that written
consent is obtained from the patient prior to
rendering the service, and the amount
of the extra charge has to be made known
to the commission.
The Nova Scotia plan is administered by
a non-profit carrier designated by
the public authority as its sole agent with
respect to fee-for-service accounts. This
agency carries out all functions relating to
eligibility checking and the processing of
payment of claims, subject to review and
auditing by the public authority.
NEW BRUNSWICK
Ail eligible residents are covered from tax
revenue and the plan is generally
comprehensive for physicians' services.
Doctors must indicate whether or not they
intend to participate In the plan. If they
participate they are obliged to accept 87% of
the current fee-schedule amounts as payment
in full. Doctors who elect to deal directly
with particular patients with regard to
payment may extra-bill, for any amount they
see fit (not limited by the fee schedule of
their association), provided the patient is
informed beforehand.
MANITOBA
All eligible res idents must enrol , and
payment is by a combination of nominal
premiums and tax. The insured benefits cover
all medically required services provided by
physicians.
Physicians may elect to participate in the
plan and to accept all payments from the

public authority, or they may elect to bill
the patient direct. In the former case, the
amount received (85% of the fee schedule)
must be accepted as payment in full.
A non-participating physician must give a
patient reasonable notice if he intends to
bill extra
SASKATCHEWAN
The entire population is required to enrol
in the public insurance programme and
payment again is through nominal fees and
tax. Medical benefits include home, office and
hospital visits, surgery, obstetrics, psychiatric
care outside mental hospitals, anaesthesia,
laboratory and radiological services and
preventive medicine.
The Medical Care Insurance Commission
is the pri ncipal administering agency
concerned with prepaid medical care and
makes payments to doctors for the bulk of
the services provided under the province's
programme. A segment of the population
obtains its insured services under terms and
conditions identical to those observed by
the Commission but by way of a separate
administering agency known as the Swift
Current Health Region.
The Commission pays 85% of the 1968
physicians' fee schedule for most office and
home visits. Physicians may choose to receive
payment in three ways. First, the physician
may directly bill the public authority,
receiving 85% of the fee set by the Medical
Association and consider this payment In
full. Second, patients and physicians may
voluntarily enrol in an "approved health
agency" eg., an insurance company, that
serves as an intermediary between the
physician and government; again 85% is
payment in full. Finally, a physician may
choose to submit his bill directly to the
patient who pays him either before or after
seeking reimbursement from the public
authority; under this arrangement the
physician may bill the patient directly for the
additional 15% not paid by the government.
No physician is required to confine himself
to one or the other mode of payment and
may vary his approach according to
arrangements with individual patients.
ALBERTA
All physicians' services are covered. Major
expenses incurred by the programme are
met by collected premiums.
Physicians are paid 100% of their fee
schedule and the doctor may bill either
government direct or the patient who Is then
reimbursed by the public agency.
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BRITISH COLUMBIA
This province's plan is governed by a
public commission with jurisdiction over a
number of "licensed carriers", or non-profit
organizations, charged with responsibility for
day-to-day management of the separate
components of the programme. All services
rendered by the physician are covered.
Participation by residents Is voluntary and
coverage is by premiums.
Payment is made at 90% of the current fee
schedule. Physicians either bill patients
directly or accept payments from the
"licensed carriers". In either case the
physician may charge the patient an extra
10%, providing he notifies the patient of his
intention to do so prior to rendering the
service.
NORTHWEST TERRITORIES
Doctors who elect to submit accounts to
the territorial insurance agency must accept
as payment in full the amounts set forth in
the agency's benefit schedule. Those who
choose to collect directly from patients must
initially Inform the agency and then the
patient of their Intention.
Because of Isolated conditions In this far
northern area, some doctors work as salaried
employees even though payments made by
the Insuring authority are on a fee-for~ervlce
basis.
IS THERE A "BEST" LOCATION
TO PRACTISE?
Unless a doctor can manage to attract an
exclusive clientele whose members carry
no medical Insurance, It Is virtually Impossible
for him not to be Involved In some way with
a government health plan. The fact Is that
more than 95% of eligible Canadians are now
covered by government Insurance; only In
a few rare Instances are citizens covered by
private Insurance. "Opting out" In the true
sense then Is not a realistic alternative for
the great majority of physicians.
With, perhaps most notable, the exception
of Saskatchewan, a majority of provinces
require the physician to choose and confine
himself to one mode of payment. Confining
himself in this respect may actually be
to the physician's advantage, since It ought
to simplify collection routines. In most
provinces this means a choice between
billing the patient directly and billing a
government agency-only in British Columbia
are "licensed carriers" a common alternative,
although some operate In Saskatchewan as
well. Even if the doctor chooses to bill his
patients directly or to deal with them through
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a " licensed carrier", the greater portion of
his fee will be coming from government,
though perhaps by a more circuitous route.
In Newfoundland, New Brunswick, Manitoba
and Saskatchewan-four of the provinces
which pay less than 100% of the fee
schedule, a physician must decide to bill
the patient directly If he wants to collect
the additional amount. Billing direct has its
hazards, however, since patients have been
known to keep the money sent them by the
government rather than paying their doctors.
Further, it seems logical that many patients
wou ld prefer a doctor who bills the
government and leaves the extra.
The portion of a set fee schedu le paid by
the government insuring agency varies
from province to province, although
characteristically this is never less than 85% .
A physician who chooses to practice in some
province like Alberta, for example, which
pays 100% may be deceived into thinking
that his Income will benefit. Income is
Influenced by a variety of factors. While some
provinces may pay a higher proportion of
the medical association's fee schedule, that
schedule may be lower than the one of
another province whose Insuring agency only
pays 90%. Then too, differences in provincial
population and the doctor:populatlon ratio
may mean that In some provinces a doctor
could receive 100% of his association's
fee schedule, whereas In another only 90% ,
but have fewer patients.
The average net income of physicians does
not actually vary greatly from province to
province. Right here in Ontario it is among
the highest. Although ceilings have recently
been discussed for some segments of the
profession, they are by no means low enough
to interfere with many doctors' incomes and
while rumblings about "salaried practice"
are heard, such an arrangement on any
widespread basis Is probably far off.
For many graduates from Ontario medical
schools, there will be no better place to
practice than this province In terms of
opportunities for "opting out", avoiding direct
government contact, or Income potential. So
that other considerations should no doubt
be placed at the forefront of a decision.
With those who automatically place other
considerations beforehand, graduates may
rest assured that they will at least not suffer
much In these respects regardless of their
choice of a province.
• From the Canada Yearbook, 1972.
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Nothing in education Is so astonishing as
the amount of Ignorance It accumulates In
the form of Inert facts.-Henry Adams

Pathological Photoquiz
This 13 year old girl died of renal failure, having had a history of renal disease for
several years. The kidneys each weighed 16.0 grams and contained numerous cysts. This
tissue was also found in the kidney.

Answer on page 24.
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Freud and Psychoanalysis:
Influential or Influenced?
A Character Study
Barry

J. Miller,

"74

" . .. most students of Freud and psychoanalysis would agree that factors in Freud's
personal life and related historical factors {for example, Victorian era, World War I, and
anti-Semitism) played a part in the development of a psychoanalytic movement with a base
outside of academic institutions."-{Perwin, 1970)
While some may dispute his conclusions,
few would deny that his theory of personality
has had far-reaching effects upon the
history and development of psychology. Few
theories have drawn as many aspects
together into one fold. The other major
theories, be they behaviourism, observational
learning or phenomenology, have attempted
to elucidate a particular area of personality.
None has been as parsimonious as
psychoanalysis. No other theory has rivaled
psychoanalysis in the range of behaviour
to which it has given considerati on
and offered possible explanation. Psychoanalysis has even suggested at times more
than one explanation for a given behaviour.
With it we see a strong attempt to draw
all behaviours together upon a common
foundation. Yet this all-encompassing
feature, which seems to give psychoanalysis
its strength as a theory of personality, also
has been the object of vehement attack
by the opponents of Freudian psychoanalysis.
Under these particular circumstances, I
wish to develop my paper. This will in
no way be an attempt to cover the totality
of attacks directed against Freud and his
theory. Furthermore, I have made little
attempt to explain the vast circumference of
Freudian theory {except for certain specific
parts when pertinent, but then only
superficially)-this in itself would cover
many volumes, and is not the purpose of the
essay. Rather, I will consider in particular
two criticisms of psychoanalytical theory. The
first is the contention that psychoanalysis
is a reductionistic theory. The second
criticism is that because of its construction,
psychoanalysis does not leave itself open
to disproof. These attacks will be considered
in depth later in the essay. Primarily, these
considerations will be done in the light of
an analysis of Freud himself. In this paper
I hope to offer some suggestions as to
how Freud's life and character may have
influenced the final forms of his theory, for
which the above criticisms have arisen.
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Perhaps a skeleton summary of a major
part of Freudian theory would be the best
initial step in developing this study. The
essence of Freud's psychoanalytical view of
man is that man is an energy system. This
probably had its origins in medical school
where Freud came under the influence of the
physiolog ist Briicke {Perwin, 1970.) Briicke
had a vision of man motivated by forces
in accord with the principle of energy
conservation. Freud seems to have
translated this view into his realm of
psychological behaviour. Even here we can
see Freud in his early attempts to gather
behaviou rism into an all-inclusive theory. As
Rycroft (1966) explained, Freud's aim seemed
to be to establish a 'scientific psychology'
and he hoped to be able to do so by
applying the same principles of causality to
psychology as to physics and chemistry.
Freud 's grand design was to adopt the same
attitude toward the working of the mind,
and he believed that his discovery of
unconscious mental forces made his project
attainable.
Furtherm ore, the concept of libido
{formulation, 1905) is fundamental to this
dynamic approach. Briefly, this notion
suggests that the source of energy for all
positive affectional attachments is sexual
{libidinal) and, therefore, the impulse
to behave sexually is present in the child at
as early an age as is the capacity to love.
{Sears, 1951).
From birth, Freud contends, the child, in its
search for pleasure {he viewed man as
essentially a hedonistic animal) would seek
sexual fu lfilment. However, as he grew older,
these desires were blocked by society, with
threat of reprimand if they would appear
again. To avoid pain the sexual impulse must
be repressed. Thus arose the possible
mechanism for a whole host of physic
disorders in later life; the result of a conflict
between the desire for sexual pleasure and
the repression of this desire.

Perwin (1970) claims this narrowness in
Freud's analysis is a fault: "Such a view
fails to give adequate attention to the
differences between a child 's love and that of
an adult, between the love for a mate and
the love for a friend, between the love
for a person and the love for one's work." He
claims that it is highly possible that there
are some common principles to them all , but
to consider all of them as partial gratifications
of the same instinct hardly does justice to
the vast differences among them. Perwin
seems to be saying as other authors
have done (Hearnshaw, 1964; Reisman, 1966)
that Freud tends to reduce too many
phenomena to the same level, neglecting
the importance of major differences among
them.
Now, it is not my intention to debate this
issue, although the criticism seems plausible,
and to some dissenters, conclusive.
However, assuming for the moment that the
theory is guilty of reductionism, let us carry
the situation further. Is it possible to find
situations in Freud 's life or character
which might be traced through to this flaw?
Sigmund Freud, 1856-1939, was born in
Austria, the eldest son of a Jewish family,
although he had two older step-brothers
by his father's previous marriage. One of
Freud 's earliest characteristics, a personality
trait which would remain a trademark
throughout his life, was an intense desire to
tackle anything in his life which he didn 't
fully understand-to isolate the facts
and then to make them congruous. Perhaps
this sprang from his persistent attempts in
very early life to figure out his family
situation. Puner (1949) , explaining Freud's
family as a very closely-knit Jewish
hierarchy, illustrated the point. Freud's father,
the solemn head of the family unit, was an
older gentleman (41 by Freud's birth).
On the other hand, Freud's mother was more
nearly the age of his older step-brothers.
Furthermore, one of these brothers living with
them was married, having two chi ldren.
One child was a boy just a year older than
Freud, yet he was Freud's nephew. By age
2 'h Freud also had a little sister who was
about the same age as the other child,
Freud's little niece. The little Freud, as
he later related, was constantly perplexed
with this complex situation, spending endless
hours attempting to work out the various
family re lationsh ips.
As a boy Freud had a great desire to be
important and to prove himself to the world.
Perhaps this developed as a characteristic
of being the eldest son, perhaps as an
attempt to prove himself to a stern,
demanding father, or to please a pampering
mother, or perhaps even as a reaction to his

nephew (his elder by a year), with whom
he was constantly competing. He would
often promise his father or mother, as
atonement for a naughty deed, that he would
buy them a new red bed or cottage in the
country when he grew up to become
successful. He often wished to become an
important statesman or a commanding
general ; someone important and notable.
Meanwhile, at school he strove to be at the
head of the class.
Yet we are searching for factors which
might have caused Freud to oversimplify his
theory of psychoanalysis, a flaw which has
been termed reductionism. The character
traits discussed up to this point, although a
possible part of such a situation, certainly
are present in many men. They are not
enough, by themselves, to have had any
significantly adverse effect upon his
formu lation of a theory. However, coupled
closely with his developing character was the
disdain Freud held for anti-Semitism. It Is
continually mentioned from his childhood
onward throughout his life. Puner (1949) noted
Freud's despair when his father did not
retaliate after being insulted and physically
abused simply because he was a Jew. This
feeling continued Into the fast years of
his life. When the anti-Semitic movement
raged throughout Germany and its allied and
occupied territories prior to the Second
World War.
Freud explained the situation at length:
"When, in 1873, I first joined the
University (in Vienna) I experienced
appreciable disappointments. Above all, I
found that I was expected to feel
myself inferior and an alien because
I was a Jew. I refused absolutely to do
the first of these things. I have never
been ashamed of my descent or, as
people were beginning to say, of my
race. I put up, without much regret, with
my non-acceptance into the community;
for it seemed to me that in spite of
this exclusion an active fellow-worker
could not fail to find some nook or
cranny in the f ramework of humanity.
These first impressions at the University,
however, had one consequence which
was afterwards to prove important; for at
an early age I was made familiar with
the fate of being in the Opposition
and of being put under the ban of the
'compact majority'. The foundations were
thus laid for a certain degree of
independence of judgment."-{An
Autobiographical Study, 1948)
At this point we begin to see threads of
the developing Freud : Freud, the dedicated
worker, but also Freud, the isolationist, and
Freud, the embittered scholar. At first,
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bitter with his rejection, he later began to
accept the role of 'Opposition'. He was
Isolating himself from the rest and beginning
to develop a 'certain degree of independence
of judgment'. He was beginning to disregard
the criticisms of his colleagues. Freud was
becoming more and more convinced that
their criticisms were an attack on Freud, the
Jew, rather than Freud, the scholar. As Jones
(1953) noted, Freud believed that the
inevitable opposition to the startling new
discoveries of psychoanalysis was
considerably aggravated by anti-Semitic
prejudice.
Freud was thwarted at being put down
as an inferior. He was a hard worker who
was used to standing at the top. (He had
stood continually at the head of his class
prior to entry into University, and he was
used to being granted concessions not
offered to others, because of this ranking.)
Now the role was completely reversed.
He was Ignored or ridiculed, but according
to Flugel and West (1964):
"Freud knew no discretion, and with a
certain ruthless naivet6 and disregard of
conventional susceptibilities, which was
an essential feature of his character,
proceeded without any apprehension to
describe his findings."
The silence with which his addresses were
received by his colleagues, and the
insinuations directed toward him began to
awaken Freud to their unwillingness to accept
his findings no matter how clear they
seemed to himself.
Thus Freud developed his Ideas on his
own with little consultation with other sources
of reference. In his autobiography Freud
related the situation:
"For more than 10 years after my
separation from Breuer' I had no
followers. I was completely Isolated. In
Vienna I was shunned; abroad no notice
was taken of me. My Interpretations
of Dreams•, published In 1900, was
scarcely reviewed In the technical
journals."
And Freud continued, ''The 'Autobiographical
Study' shows how psychoanalysis came to
be the whole content of my life . • . "
(An Autobiographical Study, 1948.)
We can see now that Freud had become
almost possessed with his theory. It was
uppermost In his life's work. He was
convinced that it was true. He felt that there
were two major reasons why his colleagues
would not accept his theory. He was a
Jew; but furthermore, he felt they would not
listen because they did not want to admit
the theory applied to them. The Victorian era
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of sexual Inhibitions still hung like a heavy
shroud all about them. They would not
admit to the Oedipus complex-they did not
sexually desire their mother and hate and
fear their father who was their rival for
her love! Infantile sexuality to them was
too preposterous.
Freud developed and substantiated his
theory from his Interviews. He knew
that he was right and thus set out to gather
still further evidence for his fledgling
formulation. Unfortunately, at the same time,
he was losing all objectivity and constructive
appraisal of his own work. Alas, the bias
of an interviewer actively searching, even
If unconsciously, for evidence to support his
developing theory can hardly be regarded
entirely sound. Freud was actually using
observations Influenced by the theory to
support the theory. It is known that Freud did
not take copious notes during his
Interviews. He would pursue and record,
particularly, the lines of Interest. What else
would Interest him but the Information
which was pertinent to his theory?
Now what of the patient? He came to the
doctor to be helped, and anything that
the doctor seems to be pleased about, or
particularly interested in will only reinforce
the patient in this area. It is true that Freud
developed the habit of sitting behind the
patient, thus avoiding any misleading
gestures or facial expressions, but this would
not be enough to remove interviewer bias.
As a result, It would be very easy to
develop ideas connected with Freud's theory,
passing completely over other information
perhaps just as pertinent, thereby placing
undue emphasis in one particular area,
at the expense of others.
The picture begins to emerge. Freud was
an exceptional scientist and observationlst.
He was also a zealous worker. However,
he was continually thwarted by the scientific
community because of his radical views
and because of his heritage. He became
bitter with his total rejection; and then
indifferent and Isolated and even more
zealous in his attempts to prove that he was
right. It is at this point that we may
question whether In his great desire to
formulate his theory he was being
unconsciously 'seduced' into seeing only
evidence to support It, while gliding over
other observations of perhaps equal
importance. Perhaps of interest is a comment
by Freud In his Autobiography:
"in complete contrast to the diffuse
character of my studies during my earlier
years at the University, I was now
developing an inclination to concentrate
my work exclusively upon a single

subject or problem. This inclination has
persisted and has since led to my
being accused of one-sidedness."
Freud was looking for something-some
uniting factor with which he could find a
foundation for his observations. Sexuality
seemed to be the answer.
A natural tendency under constant
criticism, I believe, Is defensiveness-a desire
to protect whatever is being attacked,
whether it be yourself or your psychoanalytical theory of personality. The mark
of a good scientist is to consider criticism
as a constructive tool. Freud was every
bit the accurate scientist and observationist.
The fact that most of the major parts of
his theory did not 'gel ' until the last 20 years
of his life, I think is witness to this. Perwin
(1970) stated of Freud:
" By his forties Freud still had developed
little of his psychoanalytic theory . .
Much of what we now recognize as
major elements in Freud's theory
was developed during these last 20
years."
Freud was constantly molding and remolding
his theory, listening sometimes to the
constructive criticisms. Continued interview
observations led to small modifications In
the development. His final views on anxiety
and on the death instinct, for example,
were a departure from earlier ~>tatements.
(Perwin, 1970.)
Yet the alternating criticism and neglect
which Freud constantly bore may have
been helping to mold his theory. For
approximately ten long, lonely years Freud
laboured alone, the only hint of recognition
being criticism, ridicule or insinuation.
Usually it was utter disregard. Now the
perfect defense to all of this would be to
construct the theory such that it could not
be proven wrong. Of course I am not
suggesting Freud would do this as a
conscious act. However, ten long years of
loneliness and ridicule could possibly,
unconsciously, lure a man, Into defensiveness ;
into isolation of his "creation " from too
vehement attacks. Thus we arrive at a
criticism levelled by most critics of his
theory, perhaps best expressed by Perwin
(1970):
" No other theory of personality comes
close to psychoanalytic theory in
accounting for such a broad range of
behaviour. However, this is complicated
by the way in which psychoanalysis
can account for almost any outcome,
even opposite outcomes."
Let's consider an example to illustrate
this. Analyze the statement: "I hate my

mother!" Now this may be taken at its face
value; that is, this person really does hate his
mother. According to Freudian psychoanalysis, however, the opposite may also be
true. This is then called 'reaction formation '.
In this case he actually loves his mother,
desiring her sexually, but this desire
has been repressed because of fear of
castration by his stronger rival for her love;
his father (Oedipus complex). Unable
therefore to admit this love of his mother,
for of fear of the thoughts it raises and the
conflicts it presents, he therefore avoids
the situation by expressing exactly the
opposite view (reaction formation), "I hate
my motherl "
Another example where Freud has covered
both ends of the s,pectrum is in a situation
involving 'projection'. In projection the
feelings that one has for others are denied
in oneself and then 'projected' onto others.
The Negro, for example, cries out in anguish
that the Ku Klux Klan Is out to get him.
Now this may very well be the truth.
However, Freud claims that in paranoid
behaviour there is another possibility. The
K.K.K. is not really out to get him. Actually, he
(the Negro) has a very intense hate for the
K.K.K. He would like to murder all those
hooded monsters. The mere realization of
this intense hatred frightens him, however,
for he fears that they (K.K.K.) might find out
and then retaliate. In defense he has
convinced himself: "I don't want to kill
members of the K.K.K.I" Then he projects
his feelings onto the other. Rather, "They
want to kill me!"
Both these examples in psychoanalysis
represent defensive mechanisms. It seems
ironical that the defensive mechanisms
postu lated by Freud may have actually been
formulated partly as his own defensive
mechanism for his theory of personality. Now
all these mechanisms and the variety of
responses possible for each one, even
opposites, may indeed be the actual state of
real life. Perhaps Freud has actually hit the
nail squarely on the head. His arguments in
this area certainly seem feasible at times.
The theory is not explicit in which behaviour
wil l occur under which specific situation.
Therefore it does not leave itself open to
disproof-the so-called "negative-test".
It doesn't leave itself open to a test of
its validity at all.
We have already seen how this defensive
reaction may have developed. Constant
criticism and attack could have lead Freud,
unconsciously, into defensiveness, particularly
when he stood as the sole supporter of his
theory. We know of his disgust for the
anti-Semitic movement. During the 1930's the
Nazis made a bonfire of Freud's books,
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burning them publicly in Berlin. Finally,
Perwin (1970) notes this effect upon his
works:
" Just as the war appeared to influence
his thinking (particularly his development
of the death instinct), so apparently
did the growth of anti-Semitism during
the 1930's."
As evidence of the great pressure that
Freud had begun to feel as time went by, he
happily agreed to the formation of a 'Secret
Ring Society' of his closest followers to
defend his psychoanalytical 'creation'
(Jones, 1953). Freud was convinced of his
findings, but at times felt that the entire
psychological society was fabricating against
him. Bleuier, another psychology investigator,
and a contemporary of Freud's, published
a paper in defense of psychoanalysis. Freud,
writing later in his Autobiography, claimed
that it was a relief to find honesty and
straight forward logic for once taking part in
the dispute. He later continued:
" In Europe I felt as though I were
despised ; but over there (America) I
found myself received by the foremost as
an equal . . . it seemed like the
realization of some incredible daydream:
psychoanalysis was no longer a product
of delusion, it had become a valuable
part of reality."' (An Autobiographical
Study, 1948.)
The long strain of ridicule was beginning
to show itself. In one instance we can
see Freud's attempt to counter the deflation
and degradation he continually endured at
the hands of his critics and contemporaries.
In discussion of his hypnotic therapy, an
integral part of his earlier work, he
exclaimed:
" . . . there was something positively
seductive in working with hypnotism. For
the first time there was a sense of
having overcome one's helplessness;
and it was highly flattering to enjoy the
reputation of a miracle worker." (An
Autobiographical Study, 1948.)
Coupled with this was the increasing
misery from slowly progressing cancer, which
Freud suffered through during the last 15-20
years of his life. It is perhaps significant,
as noted earlier, that this was the period
during which most of his theory finally began
to formulate. In the last 20 years besides
recurring migraine headaches and states of
depression, Freud underwent no fewer
than 33 operations for cancer of the jaw, a
malady which increased his physical
discomfort and finally caused his death. Also,
to add to his isolation in these last years,
many of Freud's old followers left him
splitting off from the group to form their own
18

diverging views in the field of ,psychoanalysis.
This may have been a further factor
pressuring Freud to formulate his inclusive
theory. Not only was time running out on
him (recurring problems with the cancer), but
his former disciples, now following their
own lines from an original basis in
psychoanalysis, were cluttering up the
picture of psychoanalysis as he saw it. One
of Freud's greatest desires was to leave a
coherent theory behind when his work
was completed.
Thus we have seen some possible
explanations of how a defensive mechanism
could develop to shield psychoanalysis from
disproof. Freud claimed that in retrospect
it was possible to assert that a certain
event or situation in childhood had been the
cause of a particular neurosis found
present in the adult. However, given the
particular problem, without an extensive
exploration of the past, he could not work in
the opposite direction. There could be a
variety of explanations of the origin of the
problem. Furthermore, the psychologist can
only trace development of behaviour backward
in time, after the symptom(s) has/have
arisen. Psychoanalysis was of little help at
predicting whether or not a particular
problem would arise in a patient, given a
specific set of circumstances beforehand. It
was a relatively good deductive tool, but
of little use in specific predictive attempts.
Psychoanalysis is without a doubt the most
comprehensive theory of personality
developed. Yet this design, while desirable,
has been the brunt of continued attacks.
In this essay I have attempted to
demonstrate that it is entirely possible that
Freud's life and character did in fact
influence the formulation of his theory. Now
this may or may not have led to critical
flaws in the validity of the theory itself and its
various hypotheses. Regardless of this, it
does illustrate that some of the attacks
levelled against Freudian theory have valid
grounds for their dissent; the basis of this
lying in his character study.
FOOTNOTES

1. Breuer was an early cohort in psychoanalysis who
lett because of disag reements with Freud's radical
viewpoints.
2. ~i~ks~as later heralded as one of Freud's greatest
3. The Ameri can psychologists were begi nning to study
Freud's theory with great Interest during the taler
part of his life.
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There is no excellent beauty that hath
not some strangeness in the proportion.Francis Bacon
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The New Curriculum:
Some Biased Comments
Bruce P. Squires, '58
INTRODUCTION
The long and often painful struggle to
design and implement a revision of the
medical curriculum at the University of
Western Ontario began in mid February, 1968
with the formation of a curriculum policy
commi ttee under the chairmanship of
Dr. John Rounthwaite. Five years and seven
months will have elapsed by the time the
class of '77 begins its progression through
our " new" curriculum. It will be over nine
years by the time the fourth year of this
curriculum will have been completed for the
first time. One must pray that the baby
justifies the long, difficult labor and delivery.
Needless to say, the perinatal period will
not be without its crises.
It is unfortunate that few teachers or
students experience the process of
redesigning a medical curriculum more than
once in their lifetime. The second attempt
would certainly proceed more smoothly than
the first. Considering the tortuous path which
was taken, it is somewhat damning to
realize, in retrospect, that the process merely
involved three basic decisions-Where are
we going? How are we going to get there?
How will we know when we have arrived?
It is the purpose of this article to outline the
factors which guided the curriculum
committee in making these three decisions.
WHERE ARE WE GOING?
During the late sixties there was a growing
awareness of a general dissatisfaction with
the quality of health care and its delivery
in North America. This dissatisfaction was
focused primarily on the physician. Medical
faculties across the continent began to
feel pressures from the community, from
government and even from within--to
produce more doctors, to produce doctors
who are more scientific, to produce doctors
who are more humane, to produce doctors
who are more socially conscious, to produce
doctors who are more liberally educated, and
many more. Albeit the pressures were often
mutually contradictory, they did stimulate
the faculties of medicine to reassess the
characteristics of the physicians that they
were training. At this school, after
considerable discussion, the committee
members did recognize that, as a basis for
designing a new curriculum, they must decide
as a first and crucial step what the physician
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graduating from the University of Western
Ontario must be able to do. The product
of this process was, for the first time, an
explicit statement of the characteristics of the
graduate from this Faculty of Medicine
which was approved by the Council of the
Faculty in the spring of 1971 , and is
appended to this article.
While much of what is contained in this
statement of objectives may seem to be
a reiteration of the obvious, the statement is
important because it provides for instructors
and students a clear set of goals, in terms
of knowledge, skills and attitudes, to which
they and the curriculum must be directed, so
that the question may be asked of every
class or c linic, " How does this apply to our
objectives?"
Perhaps the most important objective in
terms of influencing the design of the "new"
curriculum has been that of self-education. If
a physician is to continue to learn
throughout his professional career then he
must become proficient in the ability to
identify his own needs, to find the
information necessary to meet them, to
assimilate that information and to apply it.
Clearly, the time to develop the skill of
self-education is during medical school and
not in conflict with the pressures of a
residency program or a waiting room full of
patients.
The curriculum committee did consider at
some length the concept of designing the
curriculum overtly to assure that at least
fifty per cent of its graduates would enter
family practice. In the end, however, it
recognized that a Faculty of Medicine can
not dictate the career choice of its
graduates. Thus a curriculum must be
designed to assure those abilities common to
all physicians no matter what the final area
of specialization. There was agreement that
the specialty of family practice should exert
at least a greater influence on the students'
education, through increased exposure
to classes and clinics in that area, and
through the active participation of family
practitioners in the design and implementation
of other courses in the " new" curriculum.
HOW ARE WE GOING TO GET THERE?
At this point the committee perceived
pressures from virtually every corner of the

medical school, faculty and students alike.
Predictably, each specialist, basic or clinical,
lobbied for more time in his specialty.
The students cried, justifiably, for greater
relevance. No one, however, could agree on
how the curriculum should be presentedsystems teaching, subject teaching; more
lectures, fewer lectures; horizontal teaching,
vertical teaching, diagonal teaching--even
no teaching.
The committee debated the topic to
exhaustion ,and out of the debate it drew a
number of principles which would guide
the construction of the curriculum:
1. THAT there would be a closer
integration between the basic and clinical
sciences, by offering clinical sciences
earlier in the program and by offering
further exposure to basic sciences in the
senior years.
2. THAT all unnecessary repetition or
unreasonable emphasis of a topic be
eliminated. Thus two committees,
Teaching I & II and Teaching Ill & IV,
were charged with the responsibility of
overseeing the total program in the first
two years and the last two years
respectively.
3. THAT no one course was the sole
responsibility of a single department, and
that the faculty as a whole should
be encouraged to participate responsibly
in every course. Each course committee
would then have input from a number
of disciplines and might develop courses
directed more to the practice of
medicine rather than toward self-serving
ends.
4. THAT there is no clear evidence that
systems, or disciplinary courses offer
any educational advantage over
traditional subject courses. The
committee agreed to experiment with
interdisciplinary courses on a limited
basis. Hence, Medicine & Society and
Integrative Biology were born, and
Neurological Sciences was expanded to
include Psychiatry, to become Neurosciences & Mind.
5. THAT the clinical clerkship should be as
early as possible in the curriculum and
that it should last a full fifty-two weeks.
Hopefully, the student would then have
a fourth year in which to concentrate
either on correcting his clinical
deficiencies or on investigating areas of
his own interest In depth or on both.
The full year was chosen so that
the clinical clerkship would become an
integral part of the total health care
delivery system with specific
responsibilities to that system.
Theoretically, there would be no more

conflict of duties between clerk and
intern.
6. THAT, If the clinical clerkship is to begin
in the third year, all courses In the
clinical disciplines must occur In the first
two years. Thus Clinical Methods and
Clinical Sciences were designed to
assist the student in learning to gather
clinical data and to use that data to
solve problems. In addition, the last
trimester of second year was turned over
to a program called The Introduction
to the Clinical Clerkship--a systematic
and interdisciplinary coverage of major
features of clinical medicine.
7. THAT the volume of medical information
is expanding at an unprecedented rate.
Even in a curriculum lengthened by nine
weeks, there is insufficient time for total
"coverage". The thrust of the curriculum
will be then toward the learning of
the process of solving medical
problems, assuming that, while the
student will have a large clinical
experience, there will be gaps, and the
student will be skilled enough to deal
with these gaps when he is confronted
with them.
8. THAT the development of skills in
self-education are crucial for the
continued growth of the physician
throughout his career. He should have
the opportunity to acquire these skills
during his medical school training.
Instructors, therefore, are being
discouraged from using the lecture room
primarily for the purveyance of
information. This Is achieved in part
through the severe restriction of
scheduled classroom time and through
the liberal allowance of free and elective
study time.
9. THAT the student should have the
opportunity to direct his own learning In
line with his needs and his career
goals. He will have liberal amounts of
elective time In his first two years and,
in his fourth year a very broad choice in
the nature of his training. On the other
hand, the student may be assured that
his "core" training will be sufficient to
allow him to proceed in any direction
after graduation.
10. THAT the student must have a voice In
the design and implementation of his
train ing program. There. is, therefore,
student representation on all major
committees related to the curriculum.
Indeed, there was a vigorous and valued
. student representation on the original
curriculum committee.
11 . THAT the curriculum should continue to
change in response to recognized
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inadequacies, to the changing needs
of society and the profession, to
changing students needs and to
Innovations in learning technology. The
Academic Policy Committee Is a
permanent body charged with this
responsibility.
Obviously, many other factors were
influential in the design of this particular
curriculum, not only positive desirables, but
also limitations such as finances and
clinical facilities. This list does, In the
writer's belief, Identify the more Important
concepts.
HOW WILL WE KNOW WHEN
WE HAVE ARRIVED?
This final step Is the most perplexing. Will
the new curriculum be better than the old?
Only time will tell. But we must, even
now, devise mechanisms by which we can
measure the results of the efforts.
The obvious fundamental consideration is
that of the performance of the "newcurriculum-student", not only at time of
graduation, but at intervals throughout his
professional career. Given every facility
this would still be a superhuman task.
Furthermore, even if It were achieved, the
data acquired would be hopelessly late
to be of any value.
There must be, therefore, a mechanism for
the continuing assessment of the curriculum
from its very beginning, recognizing that
we have little data on which to predict the
performance of the student after graduation.
The Curriculum Evaluation Committee is
charged with this responsibility and has,
already, begun to devise and administer
testing procedures to compare the "new"
student with the old In terms of knowledge,
skills and attitudes.
Hopefully, continued Interaction between
the evaluation committee, students and
faculty may provide the best, though
subjective, functional evaluation of the
curriculum.
Some desirable outcomes are already
discernible. The very process of designing a
new curriculum has stimulated a vigorous
reassessment of what we are doing, how
and why we are doing it. Faculty members
are exchanging ideas between themselves
and with the student body to a degree never
before realized. Even before the new
curriculum begins there have been notable
changes in the old as a result of planning
for the new. If continuous reassessment of
the medical program plus constructive
communication between faculty and students
were the only products of the work of the
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last five years, it is the writer's belief that the
new program will have been successful.
SUMMARY
Such are the major concepts and
mechanisms in the "new" curriculum. Will
there never again be a lousy lecture?
Will there never again be repetition? Will the
student never again be required to put
some "useless" bit of Information to
memory? Even the most naive optimist knows
the answers! What we can strive for,
however, is an environment of instructor and
student working together in an atmosphere
of mutual respect, understanding and
amity towards a common goal. Achieve that
environment and one hardly needs a
curriculum at all.
STATEMENT OF OBJECTIVES
Undergraduate Medical Curriculum
The University of Western Ontario
GENERAL OBJECTIVES
That the physician graduating from the Faculty of
Medicine of The University of Western Ontario will
possess the knowledge, skills and attitudes basic to all
physicians such the! he may satisfactorily proceed to
further training In any area of the profession (family
practice, other clinical specialization, scientific
research, academic specialization, administration,
public health , etc.).
That the physician graduating from this Faculty may
have had the opportunity to begin his specialization
In the area of his choice during his undergraduate
training period.

1.
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2.

obJectives

KNOWLEDGE

A. Appropriate knowledge of normal human structure
and of the development and lune11on of the human
being from a biological , psychological and social point
of view; knowledge of sources and evolution of
disease processes and disorders.
1. Knowledge of fundamental technical vocabulary,
facts, concepts, principles, laws, methods and
procedures as demonstrated by:
(a) Accurate recall;
(b) Accurate recognition.
2. Understanding of these facta, concepts, etc., as
demonstrated by the ability to :
(a) explain them ;
(b) recognize their Implications;
(c) use them lor the explanation of phenomena.
3. Ability to analyse and Interpret Information of
various types as demonstrated by:
(a) accurate translation from one form to another;
(b) formulation of plausible hypotheses to explain
the Information;
(c) formulation of plausible predictions;
(d) recognition of limitations of Information.
<4. Ability to solve relevant medical problems; as
demonstrated by:
(a) recognition of the Information required to solve
the problem;
(b) use of appropriate sources to obtain the required
Information (e.g. selection of appropriate clinical
and laboratory procedures);
(c) formulation of a tentative hypothesis (or
diagnosis);
(d) recognition of appropriate procedures lor
checking the hypothesis;
(e) formulation of a plausible scheme of therapy.
B. Assessment of Patient's Problem :
1. Ability to conduct an Interview and to make a
complete assessment of the physical and emotional
state of a patient who Is seeking medical care, as
demonstrated by:

(a) eliciting the chief complaint;
(b) obtaining e clear description of the present
Illness;
(c) following up positive leads In the history;
(d) obtaining adequate Information about past
Illnesses and family history;
(e) obtaining adeq uate Information about each
system;
(I) using a vocabulary and a form of Inquiry
appropriate to the patient's comprehension and
co-operation.

2. accurate detection of all significant physical signs
by Inspection, percussion, palpation, auscultation,
etc. ;
3. performance of the examination without causing the
patient undue pain or embarrassment.
B. Skill In using various clinical and laboratory
Instruments (e.g. the microscope or the ophthalmoscope) .
C. Skill In perform ing common technical procedures.

2. Ability to assess the emotional and organic
components of symptomatology.

0 . Skill In making and maintai ning up-to-date records
of pati ent's management.

C. Management of Patient's Problem : Judgment In
evaluating a complex situation, when lor example:

4. ATTITUDES

E. Skill in communicating Information concisely.

1. Dealing with complicated clinical cases by:
(a) recognit ion of the urgency or seriousness of the
situation;
(b) adjustment of the nature of the history-taking
and physical examination to the requ lrementa of
the specific situation ;
(c) recognition of the need lor specia l additional
diagnostic methods such as repeated x-ray
exam inations or laboratory determinations , and
Interpretation of these f indings.

A. Concern tor the patient and his family, as
demonstrated by:
1. a personal Interest In the patient's welfare ; and an
acceptance of responsibility lor II;
2. a discreet and tactful manner of dealing with the
patient and his family;
3. an awareness of the patient's anxiety, which
should be allayed by reassu rance and support;
4. an ability to discuss frankly with the pati ent and
his fam ily when Indicated , his condition, treatment,
prognosis or potential complications.

2. Establishing a correct diagnosis by:
(a) double-<:hecklng of unexpected findings;
(b) persisting until a definitive diagnosis has been
establ ished ;
(c) recognizing the primary disorder ;
(d) recogn izing unde rlying or associated problems ;
(e) ruli ng out other disorders adequately, etc.
3. Ordering appropriate management by :
(a) determining the kind, extent and Immediacy of
therapeutic needs;
(b) plann ing the patient's management lor a given
situation;
(c) adapting treatment plans to the Individual
patient with due consideration lor patient's age,
general heallh, special needs, progress or
changes In his condition;
(d) seeking appropriately consultation and referral
when necessary ;
(e) using appropriatel y the services of other health
professionals;
(f) usi ng economically community health care
facilities lor physical , social and economic
rehabilitation or long-term care;
(g) arrangi ng lor follow-up care In a conscientious
and ethical manner.

B. Responsibilities of the Physician to the Profession.
1. Awareness of his own professional capabilities and
lim itations, In particular:
(a) that he acta only withi n his own area of
com petence, un less forced by an emergency to
help In another specialty;
(b) that he admits areas of Ignorance and error;
(c) that he seeks help, advice or consultation;
(d) that he takes responsibility lor his own
decisions.
2. Responsible ability to use new Information, to seek
new knowledge actively and to reconsider previous
convictions.
3. Knowledge of the principles outlined In the Code of
Ethics as published by the Canadian Medical
Association, and a responsibility of a physician
to abide by changes In these canons.
4. Knowledge of how he may and willingness to
Influence economics, governments , hospitals In
medical matters.
5. Willingness to establish effective relationships with
colleagues and other members of the health team,
and to :
(a) accept their suggesti ons and criticisms;
(b) handle differences of opinion discreetly and
tactfully;
(c) give support and direction to less experienced
personnel.

0 . Prevention of Patient Problems : Ability to practise
effective preventive medicine as demonstrated by:
1. Knowledge and appropriate utilization of screening
procedures wh ich are of proven value In the early
detection of disease appropriately;
2. recognizing special risk factors; and advising his
patients of their Importance when Indicated;
3. recognizing and assessing the Influence of
envi ronmental factors on patient's problema;
4. using Immunization procedures appropriately In the
prevention of disease.

C. Responsibilities of the Physic ian to the Law:
1. Knowledge of his rights and legal reaponalbllltles
to his patients and to the community.
0 . Responsibilities of the Physician to the Community:
1. The use of his own spec ialized knowledge and
skills to contri bute to the community as well as
individual patient's welfare.

E. Knowledge of and ability to organize, co-ordinate, or
co-operate In the activities of the health care team, and
to use the various voluntary and Involuntary medical
organizations, and the emergency service In the
community.
3.

E. Professional Responsibilities of the Physician to
himself, his family and his Immediate associates :
1. Understanding of the structure and function of
different types of medical practice ;
2. Ability to use current medical plans correctly.
3. Awareness of his own needs and responsibilities
with respect to Insurance In order to protect
himself, his fam ily, his partners and his employees.

SKILLS

A. Skill In perform ing a physical examination, as
demonstrated by:
1. performance of a thorough physical examination ;

*

*

*

Great things may be accomplished in our days; great discoveries, for example, great
enterprises; but these do not give greatness to our epoch. Greatness makes itself appear
notably by its point of departure, by its flexibility, by its thought.-sa/nte Beuve
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More than a good investment
The accessories of a home can make a great deal of
differe.nce in its final appearance. Often the owner's
taste is better reflected in the smaller items that add
interest than the larger pieces of furniture.
In Nash's Gallery on the second floor of the store
are literally hundreds of accessories that can
personalize a home. Antiques, contemporary oil
paintings, sterling silver of all kinds ranging from
tea sets to elegant serving trays are just a few of the
impressive collection you may choose from.
We welcome you to visit the store and stroll
through this area. Take your time and browse, for
purchases such as these are best made at your
leisure. The acquisition of an antique, for instance,
can be considered an investment, for its value is
almost guaranteed to increase.
A further benefit is also offered by such a
purchase. That is the continuing and growin~
affection one develops for a favorite possessiOn.
Surrounding oneself with beauty can only enrich
the quality of life. Take that fulfilling step now.
Open Friday t.o t p.a Clesed Wednesday at 1!:30.

Nash Jewellers/182 Dundas St./6n·7780

Answer to Pathological Photoquiz
This is a nest of heterotopic cartilage. Anding this in the kidney is diagnostic of renal
dysplasia
Renal dysplasia Is a developmental disorder to the kidney in which there is arrest
of development and abnormal differentiation of metanephrogenic tissue resulting in the
persistence of inappropriate structures. As well as metaplastic cartilage, other evidence
of maldevelopment Includes primitive ducts lined by poorly-differentiated columnar tissue
and variable cyst formation.

*

*

*

In the matter of medical schools, Canada reproduces the United States on a greatly
reduced scale. Western University (London) Is as bad as anything to be found on this side
the line; Laval and Halifax Medical College are feeble; Winnipeg and Kingston represent
a distinct effort toward higher Ideals; McGill and Toronto are excellenl-Med/ca/ Education
In the United States and Canada, A report to the Carnegie Foundation for the Advancement
of Teaching. Abraham Flexner, 1910.

*

*

*

No book is so bad as to have nothing good in it.-PIIny the Elder
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RALPH M. CUMMitS

Congratulations .... Best .......
from JOUr
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Grllduatlon Portrait

Specializing In

Photographer

FILLING EYE SPECIALISTS
PRESCRIPTIONS
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CONTACT LENSES

).

CO. LTD.

Offices

519 Richmond Street

219 Queens Ave.
at Clarence

438-8522

400 Central Ave.
at Colbome

432-8811

London, Ontario, Canada
Phone: 438-7195 or 438-1961

ETHICALLY SERVING THE PROFESSION
All types of equipment for

STUDENT, PHYSICIAN
and HOSPITAL
•
•
•
•

Welch Allyn Diagnostic Instruments
Tycos and PyMaH Manometers
Medical Bags
Dissecting Kits & Instruments

PHONE: 433-9268

RussELL

UMITED

SURGICAL AND PROFESSIONAL EQUIPMENT
Please Feel Free to Drop In and Browse

187 HYMAN STREET

LONDON, ONTARIO
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Jim Baxt·er
LEASING MANAGER

CENTRAL CHEV-OLDS LTD.
128 Fullerton St., London

T• dis Ill . . live it to ,_. wife!
DAMSEL

FREE

IN
DISTRESS

SERVICE

ROAD

If you've run out of gas, have a flat, need a battery boost, we will get
your car going FREE OF CHARGE. If It's something more serious, we'll
get you to your own service facility, still no charge. We'll go anywhere
within London City limits, Monday thru Friday, 7:30 a.m. to 5:30 p.m.

If you're a DAMSEL IN DISTRESS, call our
Distress Dispatcher at 434-5741

CENTRAL
CHEV-OLDS LTD.
128 Fullarton St., London

